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This is an exploratory research study focusing on identifoing and meeting

the needs of middle school and high school students who have been given a
label as being emotionally and/or behaviorally disabled (EBD). St. Paul Public

Schools' Social workers serving EBD studenE were surveyed in order to provide
insight into the characteristics and needs of this group,
Adolescents with an EBD label (emotionally and/or behaviorally
disabled/disordered) may be the rnost vulnerable group of the "at risk" youth

population. The goal of this study was to identify gaps in the current system
designed to seMce this population. The information was collected using a short
survey distributed to the social workers in the district's

I level 5 EBD sites. The

study confirms the high number of students in special education programs with
unmet mental health needs. lt also contiains statistics, which could prove to be
helpful in obtaining additional funding for programs to help this population. The

study not only identifies baniers that have contributed to the difficulty of meeting
the mental health needs of students, but also lays a groundwork which may
initiate future action to better serve this population.
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Chapter

I

INTRODUCTION
This study investigates the high number of students in special

education programs with unmet mental health needs. lt also contains statistics,
which could prove to be helpful in obtaining additional funding for programs to
help this extremely vulnerable population. This research not only identifies
barriers that have contributed to the difficulty of meeting the mental health needs
of students, but also lays a groundwork which may initiate future action to better
serve this population. The following introduction identifies the research question,
the extent of the problem, and the purpose of this study.

Research Question

This research explores the St. Paul Public School District's current system
designed to service

fte emotionally and/or behaviorally disordered/disabled

(EBD) population. lt also explores what the social workers working with these
students, on a day to day basis, recommend in order to better meet the needs of

this population; in other words: what are the perceived gaps in the current

system of edusEtionat wmice'fior yout*r di,egnosed as Emotiona{ty and
Behaviorally Disturbed/Disabled (EBD)?

S-t-atefne,n!

of the problem

Only recently have the number of youth with mental illness and their level

of unmet needs been recognized (Burns, 1999). At any given time, in the United
States, one in five children and adolescents may have a mental health problem
(Center for Mental Health Services, 2000). At least one in ten, or as many as six
million young people, may have a serious emotional disturbance (CMHS, 2000).
According to the Substance Abuse and Mental Health Services Administration
(SAMHSA, 2000), between 3.5 and 4 million children and adolescents between
the ages of

I and 17 suffer from .a serious emotional

disturbance" (SAMHSA,

2000). The U.S. Surgeon General estimated that 28o/a of Americans have a
mental health disorder and that only onethird receives treatment (U.S. Surgeon
General, 2001). The Center for Mental Health Services reports that an estimated
two-thirds of all young people with mental health problems are not getting the
help they need (CMHS, 2000).
It is common knowledge that adolescence is often a time of turmoil. When
complicated with unmet mental health needs, the outcomes are not usually

positive (Cocozza, 1997; Faenza, 1998). Despite the cuts in funding to schools
and the increase in funding to conectional facilities, social workers, teachers,
clinicians, and politicians are responsible for finding the God-given gifts in each
and every child. These professionals are responsible for providing a nurturing
environment for those gifts to grow

in. The school is one place where

professionals, dedicated to the education of our youth, have a captive audience.

)

There are federal mandates requiring that the most .at risk" youth, those

with lndividual Education Plans (lEPs), be given what they need to transition
successfully into adulthood. The lndividual Education Plan (lEP) is intended to
be a living document that drives the education of any students with a disabilig

who are receiving special education services. ln the case of a student with an
emotional and/or behavioral disability, the lEP might provide for accommodations

for the student. Such accommodations may include having a bus pick the
student up right in front or his or her house, having an aide on the bus to help
with behavior modification, having only a small number of students on each bus,
small classroom sizes with high staff to student ratios, etc. (St. Paul Public
Schools).
Unfortunately, despite the legal mandates, 60 percent of students labeled

as Emotionally and Behaviorally Disturbed drop out of high school (Malloy,19g2).

A 1996 synthesis of 29 studies found that youth who experienced out-of-homecare in adolescence had significant vulnerabilities as a group (McDonald et al,
1996). This is relevant because so many of ouryouth labeled as EBD have

experienced multiple out-of home placements. This out of home placement group
was, like other studies found about the EBD population, more llkely to become
homeless, live in substandard housing, and be unemployed. This group was
found to have between 15 and 56% school dropout rates withouteverearning a
GED (McDonald et al, 1996).

The outcomes for those adolescents who have been labeled as EBD who
did choose to eomplete high school were not significantly better. The literature

3

demonstrates that their plight in young adulthood is grave. As a group, they are
undereducated, unemployed, disproportionately homeless, involved in criminal
activity and chemical abuse. They also suffer from having less access to social
supports than other groups. (Davies & Vander Stoep,1997). lt has been
reported that youth with emotional and behavioral disabilities are at a greater risk
for experiencing all forms of abuse (PACER). A three{ear follow-along study,
"Predictors of Victimizafion Experiences of Adolescents with Disabilities in
Transitiof,", found that students with emotional disturbances were more likely to
be victimized than those with other disabilities (Doren & Bonnie, 1996).

According

to Alcoholism and Drug Abuse Weekly
Young people with depression, substance dependence,
antisocial disorders or symptoms of schizophrenia are
more likely to engage in risky sex, have sex at an early
age or contract a sexually transmitted disease than are
youths with no psychiatric illness" (Alcoholism and Drug
Abuse Weekly, 2000).

The resources necessary to help the adolescent population suffering from
emotional and behavioral disorders are limited and in many cases nonexistent
(Davis & Banet, 2000), The national Mental Health Association states that one in

five adolescents have a mental health problem (NMHA, 2000). At least one in
ten have a serious emotional disturbance and are an under-serued group

(CMHS). Donegan identifies insufficient identification and assessment, Iack of
education of professionals, ineffective transition planning, lack of programs and
supports, and an absence of vocational planning as gaps in the mental health

service system in regards to this population (Donegan, 1995).
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Another significant issue impacting EBD youth is the rate at which they are
punished for their condition. PACER Center, a powerful advocacy group for
people with disabilities, observed that youth with emotional and behavioral
disabilities were increasingly being refened inappropriately to the criminal justice
system because they had been exhibiting behaviors that were simply
manifestations of their disability. These students had not been receiving the
services they were entitled to under the federal special education law, IDEA, or
lndividuals with Disabilities Education Act (PACER, 2000). The details of this law
are discussed in the methodology section of this thesis. Studies indicate that 50
percent to 75 percent of juvenile delinquents suffer ftom both mental health
disorders and substance abuse problems and end up being involved with the
adult conections system (Lexcen & Redding, 1999). Despite very high rates of
emotional disorders in adolescents in juvenile detention centers, these youth are

still being subjected to long stays in these punitive detention centers instead of
receiving services from a residential treatment center which would better meet

their needs (Smith, 1998). Senator Paul Wellstone, from Minnesota, stated at a
press conference 'We are criminalizing mental illness. We are taking these kids

with mental health problems and dumping them in prisons and jails" (Zwillich,
1gee).

Pease, in a study of juvenile justice in Minnesota stated:

The inadequate quality of mental health services and care is
destructive to our youth, their families, and society as a whole.
Most of these juvenile offenders have long-term mental health
care needs and need consistent, effective treatment if they are
to become productive community members. Few, if any, will
benefit from short-term ffire that is abrupfly discontinued, even
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if the quality of service appears to be good. (Pease, 2000)

Many of our youth leave the systems prematurely and this creates negative
conseguences for them when they transition to adulthood (Davis and Banett,

2000). ln the small proportion of cases where youth do actually receive some of
the mental health services they are so desperately in need of, the services are
not provided for an adequate period of time (Faenza, 1998).
Cocozza and Skowyra speak of the lack of training, staffing, and programs
neces$ary to deliver mental health services within the juvenile justice system and
state that...
Juvenile justice officials regard the care of youth with
serious mental health problems-and the multiple and
complex issues surrounding the treatment of these
youth- as among their greatest challenges (Cocozza &
Skowyra,2000).

Among the barriers they listed as interfering with positive intervention
were the confusion across 'multi-service delivery" at policy and practice levels,
as to who is responsible for providing and paying for services to these youth, and
the fact that there is inadequate screening and assessment (Cocozza &
Skowyra, 2000).
There is a deficiency, nationwide, in community mental health services
(Faenza & Siegfried, 1998). Faenza and Siegfried reported that our country has
failed to .articulate social policy' and develop programs to identify children at risk

and provide preventative services and supports for families. They also assert
that among the greatest unmet needs in communities are accessible and high
quality mental health services

br

children and their families.
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Pease discussed the fact that many youth in juvenile detention facilities are

there because local communities have failed to provide menta! health services to
children (Pease, 2000). At least 60 percent of children in the juvenile justice
system have recognizable mental health problems, according to research, and as
many as 20 percent are seriously mentally

ill. These disorders include anxiety,

mood and conduct disorders, psychotic disorders, attention deficit and
hyperactivity disorder and post-traumatic stress disorder (NCSL, 2000).
Detailed descriptions of these disorders are included later in this text. Studies
indicate that 50 percent to 75 percent of juvenile delinquents suffur from both
mental health disorders and substance abuse problems. The future for these

youth is not so bright; a study of 97 incarcerated males, most of which had never
received treatment for their mental health disorders found that of these 97
adolescents, 91 ended up being involved with the adult corrections system
(Lexcen & Redding, 1999). The Minnesota Legislative Auditor's Repoft in 1995
found that adolescents leaving juvenile facilities in 1991 had arrest rates of

between 44-61% as adults in the next 5 years of the study (MLAR, 1991).

A 1999 study by the Substance Abuse and Mental Health Services
Administration shows that youths with emotional and behavioral problems are
more likely to abuse alcohol and drugs (SAHSA, 1999). Early intervention cannot
be stressed enough. A study looking at the behavioral and emotional problems
in adolescence found that

I years later, these emotional

and behavioral

problems were risk factors for psychopathology emerging in adulthood
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(Ferdinand & Verhulst, 1995). According to an evaluation done by the Office of

the Legislative Auditor for the State of Minnesota...
Public health experts concluded that there are significant
unmet needs for mental health and chemical dependency
services. The Summary of the Program Evaluation Division
of the Office of the Legislative Auditor stated that the
deinstitutionalization of mental health care has resulted in a
scattered and inadequate community-based system (MLAR,2001 ).

Purpose

The purpose of this study was to explore the mental health needs of
middle school and high school students with an EBD label and find out vrrhat the

gaps are in meeting these needs. The study also gathered insight from
professionals working with this population as to what needs to be done to better
serye this population. The central research question used to gather information

was: what are the perceived gaps in the current system of educational
service for youth diagnosed as EBD?
This research has potential significance in that it gives valuable insight into
how we can best rneet the mental health needs of adolescents. lt confirms the
link between mental health and vulnerability to becoming victimized either by

society in the case of incarceration, or by smaller systems such as the case of
unmet mental health needs being self-medicated with street drugs,

etc. lt gives

insight into what preventative measures can be taken to stop the vicious cycle of
youth with untreated mental health issues ending up dead, incarcerated,
homeless, chemically dependent, and victims of crime, etc.

I

This thesis will provide the reader with some background information
helpful to fully understand the unmet needs of adolescents with an EBD label. lt

also includes a discussion about vyhat should be done to better meet the needs
of this population. The next chapter will give the reader a detailed understanding

of the legal process followed in order to have a student labeled as EBD and
provided with special education services in the school.
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Chapter 2

Literature Review
Overview
The literature review of this thesis defines the term Emotionally and/or
Behaviorally Disturbed/Disordered/Disabled (EBD). An explanation of the type of
program the research sample represents is included. This chapter also explains

the process involved with a child obtaining a school label such as EBD and
defines lndividual Educational Plan (lEP). lt discusses how political agendas
impact this population. Finally, this literature review discusses several effective
programs, preventative strategies, and treatment models that have been proven

to have a significantly positive impact on this vulnerable group compared to
ineffective strategies that have been proven to be ineffective and even
detrimental to EBD youth.
This study reviews the recent literature relevant to the EBD adolescent

population. The existing literature did not hold many studies specifically relevant
to the adolescent population labeled as EBD. Many of the studies refened to
unmet mental health needs and high rates of juvenile incarceration of youth with
emotional and behavioral problems, but not specifically to students labeled as
EBD.

KFv GonceptS
Em-qtiqnally or Behaviorallv QiFgrdered

.Emotional

(

EB

D)

or behavioral disordef means an
established pattern characterized by one or more
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of the following behavior clusters:
a. severely aggressive or impulsive behaviors;
b. severely withdrawn or anxious behaviors, general pervasive
unhappiness, depression, or wide mood swings; or
c. severely disordered thought processes manifested by unusual
behavior patterns, atypical communication styles, and distorted
interpersonal relationships. This category may include children or
youth with schizophrenic disorders, affective disorders, anxiety
disorders, or other sustained disorders of conduct or adjustment
when they adversely affect educational performance and result in
interpersonal relations necessary to the learning process with
peers, teachers, and others, or failure to attain or maintain a
satisfactory rate of educational or developmental progress that
cannot be improved or explained by addressing intellectual,
sensory, health, cultural, or linguistic factors (lEP Manager
Guidelines,1995).

EBD Assessmen-t Process

The Saint Paul Public Schools uses an EBD checklist in the assessment of
students to see if they qualify for special education services under this label. The
due process procedures are thorough and standardized. The procedure is as
follours:

1.

Before a student is given an IEP lndividual Education Plan, they are

refened to a child study team. This usually happens in elementary
school when a child is referred by a parenUguardian teacher due to
behavioral concerns. ln order for the child to be referred, the

concerned party fills out a Pupil Performance Review Form and this is
brought before the child study team. The child study team is made up
of school professionals who deal with the special education population

on a daily basis and the concerned individuals bringing information to
these people.

ll
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2. lf it is decided that assessment

is indeed appropriate, the

parenUguardian is asked to give permission for the school to assess

the student.

3. Once the Permission

to Assess form is signed and retumed, the school

has 30 school days to complete the assessment. The process of a
student being assessed fur an emotional or behavioral problem may
consist of the social worker doing all or some of the following:

a.

interviewing ilre parenUguardian,

b. observing

the student in several settings,

c.

interviewing staff,

d.

reviewing records,

e. interviewing

f.

the student,

completing behavior checklists and/or normed behavior rating
scales,

g.

having the classroom teacher fill out a normed behavior rating
scale or behavior checklist,

h. obtaining

a consent to release private data from the

parenUguardian,

i.
j

contacting other agencies involved if parents consent,
and writing up a report to present at the Assessment Team
Summary Report meeting.

4.

The Assessment Summary Report meeting is where the team decides
if an IEP is needed to meet the student's acadernic, intellectual,
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health/physical, and/or social/emotional behavioral needs. lf such is

the caso, o notice of a team meeting is sent to the parenUguardian who
is free to invite whoever they wish to the IEP meeting.

IEP-lndividual Education Plan
Minnesota had mandated transition legislation (in 1987) before IDEA (in 1992).
Minnesota Statute 120.17 Subdivision 3a reads:
Every district shall ensure that all students with disabilities
are provided the special instruction and services which are
appropriate to their needs. The student's needs and the
special education instruction and services to be provided
shall be agreed upon through the development of an
individual education plan. The plan shall address the
students need to develop skills to live and work as
independently as possible within the community. By grade
I or age 14, the plan shall address the student's needs for
transition from secondary services to post secondary
education and training, employment, community participation,
recreation and leisure, and horne living. The plan must include
a statement of the needed transition services, including a
statement of the interagency responsibilities or linkages
or both before secondary services are concluded (MN statute).

The National Alliance forthe Mentally lll says that serious mental illnesses are...
biological brain diseases. As diabetes is a disease of
the pancreas, mental illnesses are diseases of the brain
that disrupt a person's thinking, feeling, moods, and ability
to relate to others. Scientific research has shown
biochemical imbalances or other functional problems that
inteffere with norma! brain processes (NAMI).
Ellsworth defines a serious emotional disturbance as...
a diagnosable emotional behavioral and mental
disorder which disrupts the youth's daily functioning
in home, school, or community (Ellsworth,1g99).
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All the participants of this study worked in what is sometimes referred to
as level V seff-contained programs. These programs are designed to meet the
needs of students with significant emotional and/or behavioral disabilities by
providing them with high staff to student ratios and small class sizes. The
students are, many times, one step away from residential treatment facilities or

juvenile detention centers. Many of the students are just returning fiom such a

placement. The goal of the program is to provide the students with the means to
succeed in the mainstream, or at the very least, give them the skills needed to
transition to independence.

Policv lmoact on EBD Youth
As noted by a number of authors, children's and adolescents' mental
health needs have historically been addressed inadequately in policy, practice,

and research (Hartman, 1997; Bums, 1999). Faenza and Siegfried, say that
Federal and state policy is often driven by "fad, prejudice, and political dretoric"
(Faenza & Siegfried,1998). They also spoke of a bill favoring prosecuting and
incarcerating children the way we do adults. This same bill would provide the
funding for building and maintaining more detention centers but not one penny

for meeting the mental health or treatment needs of these children (Faenza and
Siegfried, 1998).

I4

The .Oopf.e$sign Factor

When considering causes of any societal problem, one must consider the
impact of institutional racism, generational poverty, and other cycles that keep

groups oppressed. Rooney asserts that "members of oppressed groups are
disproportionately represented among involuntary clients" (Rooney, 1992). He
speaks of the power imbalances that

hll on people

of color. The emotionally or

behavioral disabled adolescent youth is a member of an oppressed group by
Rooney's definition. lvlembers of the EBD labeled population are oftentimes
oppressed triplefold in that they are also members of minority groups and are
living in poverty. Rooney says...
Members of oppressed groups often find their own behaviors
the focus of change rather than the limited access to resources
and care, with an emphasis on their'private troubles" rather
than .public issues' that contribute to the perpetuation of
oppression (Rooney, 1992, p.221.

He also speaks to the fact that this group of people is usually refened to get help
from "chronically limited and inadequate' resources that are custodial or
institutional by nature instead of private and individualized (Ohlin, Piven,
Pappenfort, 1956; Rein & White). Low-income minority children are more likety
to enter social-control institutions and foster care than middle-class white children

(Hasenfeld, 1997).

l5

Knoqm,Risk Factors
Research has given us the knowledge of how to identify the at risk youth.

This leaves no rational excuse to justify the disgusting statistics regarding unmet
mental health needs, victimization, deaths, and incarceration of those vvho are
being victimized in mass quantities. Some of the risk factors for violent behavior
include the presence of violence in the home of neighborhood, alcohol abuse,
involvement in the drug trade, gun possession, overt criminal activities, and
association with older delinquent adolescents and/or adults (JAACAP, 1999).
Feanza and Siegfried report that the warning signs for delinquency are "well

known' and that communities have failed to put adequate services in place for
those children at risk such as prevention, screening, and early intervention

services. They included school failure, drug and alcohol use, truancy, physical
and sexual abuse, and criminal behavior by parents, siblings, and peers as risk

factors orwarnings signaling a need for intervention (Faenza & Siegfried, 1998).
Consider the combination of these facts along with statistics found in a
1995 survey given to parents of schoolchildren in a New Orleans housing
development... more than 90% of children and youth had witnessed violence
(shooting, stabbing, rape, etc.) and more than 50% had been victims of violence

(Osofsky, 1995). Black children on the southside of Chicago v\€re found to have
feelings of victimization, growing uneasiness, and increased aggression due to
community violence (Bell and Jenkins, 1993). This supports the hypothesis that

there are probably a significant number of undiagnosed post traumatic stress
disorder cases in the schools being labeled as emotionally and behaviorally
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disturbed but not receiving any treatment. We need to fiacilitate healing at the

source of the behaviors instead of punishing our children.
Logan, Freeman, and McRoy speak about how poverty combined with
minority status impacts students...
Poverty is both a contributor to school failure and a likely
result of it. The quality and amount of education a child
receives is determined in large measure by the income level
of his or her family (National Coalition, 1985). Combining
the factors of race and poverty intensifies the potential for
diffculty. Many school districts still allocate fewer dollars to
schools in poor and minority group neighborhoods. A
vicious cycle is set in motion when teachers' expectations
about student classroom performance are reflected in the
standard outcome measures of the system. Teachers often
adjust educational goals, teach different materials, and
reward or punish behavior difhrenfly by class as well as by
race (National Coalition, 1985).

The same authors spoke about how a lack of a stable and secure place to tive
affects a student's ability to concentrate on school tasks (Logan, Freeman, and
McRoy, 1990). Living in some of our inner-city neighborhoods reduces the
potential for safety for many youth. Being moved in and out of foster home
placements, juvenile detention centers, or residential treatment facilities reduces
access to the stable environment discussed above. There are underlying issues

that need to be addressed, mostly through policy but also at the individual and
institutional levels regarding each student's situation. Labeling a student as

emotionally and behaviorally disordered when they are suffering ftom posttraumatic stress disorder would be somewhat acceptable if the student then
reeeived treatment and helpful interventions due to the label. Unfortunately,
many of these students are instead placed in a classroom away from positive
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peer role models and held to lou,er expectations because of the nature of the

program. They are labeled EBD but never receive an assessment to uncover the
post-traumatic stress disorder. They end up being another one of the disturbing

statistics. lnner city youth are already at risk in that most are minorities, are
socio-economically disadvantaged, and have other risk Factors such as poorer
schools, lack of positive role models, lack of transportation, history of
homelessness, and generations of the same 'ln the absence of reasonable
expectations of success, children are likely to fail' (Logan, Freeman, & McRoy,

p118). To add to the complexadversities confronting this oppressed and underserved population, the people in power, allocating Ure taxpayer's money, choose
to build more prisons instead of paying for prevention and treatment. Thus, the
cycle continues.

Deinstitutional ization's Effect
ln the past 40 years, the US has reduced the number of state hospital
beds from 339 per 100,000 people to 29 per 100,000 people. Some states have
reduced it even more, like California with less than 7 state mental hospital beds

per 100,000 people (Lamb, 1998).
People who had a mental breakdown in adolescen@ or early adulthood
used to go to state mental hospitals for life. While this restrictive environment
was not necessarily the best alternative, the people were provided with medical

care, monitoring, a social network, sanctuary from the pressures they were
unable to cope with, in other words, all their needs met under one roof
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(Lamb,1999). Now, these same people are having a difficulttime getting any of
their needs met due to the bureaucracies in the public and private sector. The
idea was supposed to be for people to get their needs met in the community and
have more freedom. Unfortunately this population is now ending up
incarcerated, victims of crime, homeless, unemployed, etc. The communitybased interventions that were supposed to replace the state hospitals have
proved to be insufficient (Lamb, 1998). Many of flre attempts to treat people who

are not medication compliant, who have a hard time adjusting to open settings,
who are chemically dependent, who exhibit assaultive or self-destructive
behavior, etc. in an open community setting has proven to be extremely time
consuming and still unsuccessful.

A new generation of mentally ill people has emerged since
deinstitutionalization. This generation is more challenging because they are not
able to get admitted to a hospital and if they are, they are only able to stay a

short time. The new generation of mentally ill are medicating themselves with
street drugs and many end up homeless (Lamb, 1998). The Supplemental

Security lncome (SSl) checks, which were meant to take the place of the state
hospitals caring for this population, often ends up getting lost because many of

the recipients are unable to keep up with the requirements such as redetermination meetings or keeping the SSI office informed of their address, etc.
Unfortunatety, they end up losing this financial support (Lamb, 19gB). The
mentally ill end up being inappropriately anested and incarcerated (Lamb,19g8;

Cocozza, 1999; Faenza, 1999). lronically, the legal restrictions placed on
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involuntary hospitalization end up violating the very rights they are supposed to
be protecting because the same people end up in prison instead of receiving
treatment (Lamb, 1998). Deinstitutionalization might have been a beneficial to

the mentally ill if the community resources for treatment and support were
adequate (Lamb, 1998).

Effe ctive Th eori,es

.a

nd

.P

rgctices VS I neffeqtive

Successful models of services have demonstrated the need for early
identification of youth with SED and provision of therapeutic psycho-social
interventions and other services early in a young person's life (Donegan, 1995).

There are many examples of programs that have proven to be effective in
helping at risk youth. Some of these programs are elaborate while others are
simple approaches getting right to the core of the problems experienced by this
population.

California has implemented school-based services for at-risk children.
California's .Early Mental Health lnitiative' distributes grants to schools providing
early interuention services to children with mild to moderate school adjustment

difficulties. School mental health professionals work with kindergarten through
third-grade students, parents and school staff (Corrections Today, 2000).
Kansas is another state that provides funding incentives for school
districts to implement mental health support services in the schools. lt is called

the "Experimental Wraparound Kansas Project". This is a collaborative approach
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in that it involves community mental health centers, but still has the outcome of

providing services in the schools (Conections Today, 2000).

Wraparound Milwaukee program is a collaborative county-operated
health maintenance organization that provides comprehensive care to youth
referred fom both the child welfare and juvenile justice systems and their

families. The program is designed to provide community-based alternatives to
residential treatment and psychiatric hospitalization (Kamradt, 2000). Finding
effective treatment for youth wift emotional, mental health, and behavioral needs
can be difficult. This program in Milwaukee uses an integrated and multi-service
approach to meet the needs of these youth and their families. The services are

tailored to each case (Kamradt, 2000).
There are many more examples of interventions that have made

significant impacts on the lives of youth labeled as EBD, Research has provided
us with studies to give us insight into the risk factors for youth and knowledge

about what needs to be done to prevent unhealthy outcomes for this population.
The fact that our nation has neglected to adequately intervene in the plight of this

vulnerable population is criminal.
An after school program for inner-city low-income youth focusing on prosocial mentoring of younger inner city youth was found to be significantly
beneficial to both the adolescent mentors and the elementary and pre-teen
students they mentored (Social Work in Education, 1997). A CPA firm in New

Orleans began a mentoring program for at-risk black high school students with
the goal of turning the likelihood of them ending up in prison into the reality of
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college graduation. Picture this; a black businessman in an expensive suit picks
up a boy at his housing project and drives off to lunch and a football game in his
Porsche with the top down. The CPA that did this commented later "This was
probably one of the few times for the neighborhood to see one of their own riding
around in a high priced car not being driven by a drug lord'. The former
passenger of that CPA mento/s car, is now in college studying to be a

pharmacist (Smith, 1993).
Creating support systems such as the Peer Ears program in Champaign,
Illinois which trains students to ofEr listening and support and alternatives to

students in need of assistance, is another proven successful approach to helping
youth (Boyer,1984). ln one school year, Peer Ears had a total of about 700
contact hours with students (Boyer,1984).
Another support system that can be created is one like the Guiding Light
program which pairs African American male mentors with educationally at-risk

youth of African American descent to support them in meeting their educational
needs and social skills development (Camp, lgg5).

The National Mental Health Association supports cognitive behavioral
approaches in working with emotionally and behaviorally challenged youth...
Cognitive behavioral approaches have been shown to be
particularly effective with youth in the juvenile justice system,
as well as for children with anger or conduct problems more
generally. The cognitive-behavioral approach is based on the
theory that thoughts, beliefs, and attitudes determine emotion
and behavior. That is, the way we perceive or evaluate a situation,
influences our emotional and behavioral response. Cognitivebehavioral therapy is a didactic approach that involves teaching
youth about the thought-emotion-behavior link and working with
thern to modiff their thinking patterns in a way that will lead to
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better, more adaptive behavior in challenging situations. The
cognitive-behavioral approach is effective for youth in the juvenile
justice system because it is highly structured and focuses on the
triggers for their disruptive or aggressive behavior (NMHA, 2000).

It makes sense that any classroom with students labeled with EBD should be

incorporating this model, along with other effective models, into all classroom

curriculum. lf all students

vvho

were in a self-contained level 5, EBD program

\ rere trained eady on (upon first identification of their difficulties) with the skills

needed to help them, we would most likely prevent a lot of difficulty for them later

on in life.
Another effective model cited from NMHA sounds very promising;
ln Multi-Systemic Therapy (MST) the therapist collaborates with the
family to determine the factors in the youth's 'social ecology'including peers, school, and communitythat are contributing
to the identified problems and to design interventions to address
these factors. The therapist is responsible for removing barriers to
service access and for drawing upon youth and family strengths to
achieve sustainable outcomes in every case. The ultimate goals of
MST are to empower families to cope with the chatlenges of raising
children with behavioral and emotional problems and to empower
youth to cope with family, peer, school, and neighborhood
difficulties. MST has been demonstrated to be effective in reducing
recidivism by up to 7lolo and out-of-home placements by up to B[yo
in comparison with control groups in a number of randomized
clinical trials. Moreover, MST is cost effuctive; one study estimated
that implementing MST would result in a net gain for a community
of over $21,000 per participant (based on criminal justice system
and crime victim savingsXNMHA, 2000).
lmplementation of school based mental health services is a preventative
and treatment oriented approach that would do well to replace punitive

approaches. There are many research findings supporting the succes$ of school
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based mental health centers. Many authors agree that these centers are
necessary fur our youth...

Accessibility and the comprehensive services offered by a
multidisciplinary team of professionals make school-based health
centers uniquely suited for reaching large numbers of young people
vuho otherwise might not receive medical or psychosocial service
(Hauser-McKinney & Peak, 1994; Fisher, Juszceak, Friedman,
Schneider, & Chapar, 1992; Lear, Gleicher, St. Germaine, & Porter,
1991; Siegel & Krieble, 1987; Allensworth & Kolbe, 1987).
Jepson, Juszczak, and Fisheragree with Harold and Harold (1993), who argue

that adolescents are less likely to seek services in unfamiliar settings. They also
agree with Hoberman (1992), wfto asserts that teenagers need convenient,
comprehensive services that do not require any complex or extensive planning in

orderto have access tothe services (Jepson etal, 1992). The obstacles to
youth getting their mental health needs met are so complex and numerous. The
research in this thesis found many barriers to mentat health services being
provided for adolescents with an EBD label. School-based services make sense.

Mental health assessments, individual and group therapy, prescription
medication compliance support, psychiatric evaluations, etc. could be utilized

without so much dependence on the financial, psychological, or mobile wellbeing of the parents or guardians. Jepson supports the convenience...

With high-quality care freely available in schools, parents are
neither obligated to take time off frorn work to accompany their
children on health care visits nor confronted with having to choose
between their children's mental health and economic hardship.
These issues become most crucial where professional care must
be provided on a regular basis, which is generally the case with
mental health services. The regular attendance at group meetings
by the children of substance abusers supports our belief that
school-based health centers represent an optimal solution to the
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multiple barriers involved in providing health care to youth (Jepson
et al, 1998).

Jepson also asserts that these centers decrease the stigma attached to
receiving mental health services while increasing the likelihood that the students

will access services in the future (Jepson et al, 1998). School based mental
health services have been proven to be a very successful and consumed

resource. Nabors, Reynolds, and Weist did a qualitative evaluation of a high
school mental health program and found that the program provided quality care
and lead to enhanced outcomes. The expanded school mental health programs
studied offered a wide range of mental health services including evaluation,

therapy, and case management to both mainstream and special education
students (Nabors, Reynolds, Weist, 2000). Another study described the mental
health services provided in a high school based health center that integrated
mental health and medical services. The study followed the center for 5 years
and gave empirical evidence as to the utilization potential for such programs and

the preventative successes these programs produce. Five years after the center
opened in 1988, the mental health visits quadrupled. ln 1992 alone, students

made 1,002 mental health visits (Jepson, Juszczak, Fisher, lgg8).
Research and evaluation have provided us with considerable
knowledge about what works, as well as what doesn't work, in the treatment of

juveniles. A number of studies, for example, have found that punishment is not
effective as a deterrent and does not reduce recidivism in the long run. One
review of the literature concluded that various types of punishment-inducing
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regular incarceration and "scared straight' programs-actually produced higher
recidivism rates than no punishment (Sherman.et al, 1997). Gendreau & Goggin,
in the article "Principals of Effective Correctional Programming", found that other
programs such as increased surveillance, psychodynamic or unstructured

counseling, home confinement, regular probation services, frequent drug testing,
wildemess survival programs, electronic monitoring, and boot camps, by
themselves to be ineffective (Gendreau & Goggin, 1996). Some of the frequent
by-products of punishment cited by Rooney are...
Fear, anxiety, reactance, ingratiation, identification with the
punisher, costly, often ineffective, may inadvertently act to
reinforce, suppresses or "buys' behavior, often teaches
avoidance, and rarely leads to self-attribution (Rooney, p 96).

Mental health prohssionals have been found to produce better outcomes
than conections staff in the role of treatment provider; and also, consistent with
common sense, studies have found that treatments that are longer in duration
and involving more contact hours are correlated with better outcomes (Lipsey &

Wilson, 1998). ln general, the most effective programs are highly structured,
emphasize the development of basic social skills, and provide individua!
counseling that directly addresses behavior, attitudes, and perceptions

(Altschuler, 19gB). Lipsey asserts that the most effective programs typically
involve intensive training or behavior modification techniques aimed at reducing
risk factors foriuvenile justice involvernent (Lipsey & Wilson, 1998). Programs

focusing on improving interpersonal skills, self-control, anger management, and
substance abuse resistance have been found to reduce recidivism by as much

as 50% (Greenwood, 1994). Preventative efforts do cost money but depending
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on the progmm, have potential to be very well spent dollars. The Rand
Corporation reported.

..

programs concentrating on crime prevention among young people
were more cost+ffective in reducing serious crime that
mandatory sentences for adult repeat offenders. ln contrast, the
investment in prisons stimulated by 'Thnee Strikes" laws has
diverted significant sums from preventive programs (Greenwood et
al., 1 996).

Regardless of what has proven to be ineffective and what has been
proven to help, the Republican-backed juvenile crime legislation favors tougher

sentencing. Fortunately, not all politicians are so ignorant, and actually take
stands that support research. Minnesota's Senator, Paul Wellstone possesses
an opinion consistent with the literature. He asserts "We are criminalizing mental

illness. We are taking these kids with mental health problems and dumping them
in prisons and

jails'

(Clinical Psychiatry News, l ggg).

Mandel spoke of how even though the most tragic cost of viotence is life
itself, that there are financial costs to society too. Medical treatment due to

firearm injuries costs the nation about $4 billion a year while property and violent
crime costs to the nation was estimated to be at least $425 billion per year
(Mandel et. Al, 1993). The indirect costs such as urban decay, and criminal

justice cost the nation at least $255 billion more than what was already
mentioned above (Mandel et al., 1gg3).

The Commission on Violence and Youth of the American Psychological
Association (1990) completed a study which concluded 'society can intervene
effectively in the lives of children and youth to reduce or prevent their
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involvement in violence"(p5). They elaborated with specific suggestions. This
overview of recommendations summarizes what is known form cunent research

on risk factors, onset of dysfunction and interventions...
Early childhood interventions directed toward parent, child-care
providers, and health-care providers to help build the critical
foundation of attitudes, knowledge, and behavior related to
aggression.
School {ased interventions to help schools provide a safe
environment and effective programs to prevent violence.
Heightened awareness of cultural diversity and involvement of
members of the community in planning, implementing, and
evaluating intervention efforts.
Development of the mass media's potential to be part of the
solution to violence, not just a contributor to the problem.
Limiting access to firearms by children and youth and teaching
them how to prevent firearm violence.
Reduction of youth involvement with alcohol and other drugs,
known to be contributing factors to violence by youth and to family
violence directed at youth.
Psychological health services for young perpetrators, victims, and
witnesses of violence to avert the trajectory toward later
involvement in more serious violence.
Education programs to reduce prejudice and hostility, which are
factors that lead to hate crimes and violence against social groups.
Efforts to sfengthen the ability of police and community leaders to
prevent mob violence by early and appropriate intervention.
Efforts by psychologists, acting as individuals and through
professional organizations, to reduce violence among youth
(American Psychological Association Commission on Violence and
Youth, 1990).

T.h.eoreti

cal F ra mew.olh

ln order to get to the root of emotional and behavioral concerns, we must
consider the whole environment and all the factors contributing to these

concerns. Ecological systems theory

as

consistent with the person-in-

environment framework most social workers have embedded into their ouflook.
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This systems theory contends that behavior is predetermined by multiple tactors.
The environment has a lot to do with how a person behaves. The relationship
between a parent and child, the neighborhood a youth lives in, socioeconomic

status, racism, sexism, rnental health issues, chemical dependence, etc. all have
an effect on a person (Stern, Smith, & Jang, 1999). The multi-systemic therapy
approach seeks to help youth with serious behavioral disorders by strengthening
the support systems surrounding them and has proven to be a very effective
approach to intervention with our most at-risk populations. lt addresses the

whole environment of the client, not just one aspect of their life.
The Multi-Systemic Therapy (MST) approach gives communities
affordable and effective remedies for problems traditional mental health

approaches have failed to successfully resolve. The programs implementing the
MST approach have reduced recidivism rates for serious, chronic, and violent

juvenile offenders (Henggeler, 1997). The MST approach is a home-based
services approach developed because of the lack of scientifically proven and
cost-effective treatment for the serious antisocial behavior (presented by today's
EBD/SED populations). The MST approach is integrative in nature. lt focuses

on improving psycho-social functioning for youth and their families with the goal
of eliminating the need for out-of-home placements. This framework addresses

the known causes of delinquency and individualizes interventions consistent with
the youth's family, peer context, school performance, and community supports

(Henggeler, 1997).
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The barriers that were cited in this research thesis such as transportation
problems, parental mental health issues, cultural baniers, lack of parental follow

through on all or some of the mental health recommendations, resistance to the
systems, etc. are all addressed in the MST approach. This approach prides itself
in reaching the hardest to treat cases involving parental drug abuse, psychiatric
conditions, and low social support (Henggeler, 1997). Parents are empowered to
provide effective parental discipline and guidance; youth are removed from
deviant peer groups while, with parental support, friendships with pro-social
peers are facilitated (Henggeler, 1997). The cost-effective fulST approach has
heen scientifically proven to be more successful than faditional approaches in
the treatment of difficult clinical populations and has presented a relative ease of
implementation across geographic locations and community agencies

(Henggeler, 1997). The MST approach follows a family preservation philosophy
that believes...
The most effective and ethical route to helping children and youth is
through helping their families. MST views families as valuable
resources, even when they are characterized by serious and
multiple needs. Services are directed toward the psychotogical,
social, educational, and material needs that face families in which a
child is in imminent danger of out-of-home placement (Henggeler,
1ee7).
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A summary of the differences between traditional mental health services
and family preservation using multi-systemic therapy is illustrated in the following

table...

Traditiqml

r.IqT

Treatment Site

Outpatient clinic
Residential treatment
I npatient hospitalization

ln the home, school,
neighborhood, or
community

Mg,{alltv

I ndividual psychotherapy
Group therapy
Medication

Total care

Provider

lndividual oupatient clinician
lnpatient i nterdiscipli nary teams

Generalist team

1 staff to 60-100 patients
Varies in inpatient settings

1 staff to 4-6 patients

Staff Avqilabilitv

Office hours (outpatient)
Highly variable (inpatient)

24 hours per day
7 days per week

FreqEencv of
Qgntact

Weekly or biweekly (outpatient)
Highly variable (inpatient)

Daily in most cases

Occasional

Daily in most cases

Tryatment
9utpemq

Responsibility of patient
and family

Responsibility of staff

Qase
M.anaoeFent

Broker of
$ervices

Services provider

Gradual change

!mmediate, maximum
effort by staff and family
to attain goals (Henggeler,
1se7).

cti

$taff

:

Patient, RFtio

Familv

Contac,t

Expectations

0utcome

of

(The full article can be found at http:llwww,ncirs.org/t{tfiles/165151 .txt
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gHAFTER 3

Methodoloqy

Overview
This chapter describes the specific procedures used to carry out the

research. lt addresses the protection of human subjects and gives details about
the data collection and analysis. Again, this study explored a metropolitan area
school district's EBD adolescent population in terms of how to better meet the
mental health needs.

Data

lection

The research was conducted using a self-administered survey that was
distributed to the social workers working in the St. Paul Public School District's
nine level 5 EBD sites. The director of special education for the district was very
supportive and wrote a memo to the social workers encouraging their

participation in the study. The letter the researcher sent out to the subjects,
assured them that their job was not at risk in any way based on their decision to

participate. The subjects were offered a $20.00 incentive to return the survey
within a week and were provided with self-addressed envelopes and selfaddressed poshcards to return separately as anonymous verification of

participation. The social workers were informed of what measures were taken to
maintain subjects' anonymity, while exptaining that anonymity was not
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guaranteed. The surveys lvere kept in a locked file cabinet in the researcher's
home.

D-efi

nitions and Concqptg

Adolescenqq The Encyclopedia of Mental Health defines adolescence as
"a transitional period between childhood and adulthood which is characterized by

a host of biological, psychological, and social role changes" (Grayson &
Holmbeck, 1994). Scholars who have written about adolescence from a
psychoanalytic perspective have viewed this developmental period as a time of
storm and stress when extreme levels of confiict with parents result in a
reorientiation toward peers (Holmbeck,

1

gg4).

Altention DeficiUHvperactivitv QiForder (ADHD)- a pattern of behaviors
believed to be primarily of a neurodevelopmental origin. People with ADHD are
often described as disorganized, distracted, and forgetful. They have a hard
time concentrating, are easily distracted, and change activities more often than

others. Frequently interrupting others and generally talking more than others
altogether are also symptoms of this disorder. lt is often difficult for youth with
this disorder to consider consequences of their behavior before acting. They are
often very impulsive and hyperactive, looking as if they are constanly resless
(Barkley & Edwards).
AnXietv- A state that serves to mobilize an organism to escape or to avoid

danger. Some theorists define anxiety as distress about a vague or unidentified
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threat as opposed to fear, which is about an identified threat (Amir &
Kozak,1998).
Disabling anxiety in the absence of any actual danger is said to be pathological
(Amir & Kozak, 19gB).
Bipolar Disorder- The manic e pisode of Bipolar Disorder can cause, at
first, the patient to feel euphoric and on top of the world. As it evolves,
unfortunately, panic and dysphoria sets in. The person has more energy than

they can handle, needs little or no sleep and experiences grandiosity. They
might try to accomplish too much and have extremely unrealistic goals. The
impulsivity that a manic patient experiences can get them into business, legal,

and interpersonal troubles. They often lose contact with reality, become
psychotic, and experience hallucinations and paranoia (DeBattista, Solvason, &

Schatzberg, 1998). The manic patient's disorganized thoughts, (tangental or
circumstantial) may actually be more common in mania than it is in schizophrenia
(ibid, p.723).
Diaonosis- "the process of applying consistent labels to pattems of
abnormal functioning"(Dobson & Pusch, 1994).
Oppgqitip.nel, Pe-t?nt-Disorder- A set of symptoms recognized as a

psychiatric disorder among children that includes as its central characteristics
stubbornness, temper tantrums, and noncompliance (Kazdin, 1998). When

Childhood Oppositional Disorder continues into adulthood, it falls into another
diagnostic category called Antisocial Personality Disorder (Kazdin, 1998). lt then
includes descriptors such as

.a pervasive pattern
of disregard of others, violation

34

of the rights of others, repeatedly engaging in unlav,rful behavior, lying and
conning others, impulsivity, initability, fighting repeatedly, disregard for the safety

of others, consistent irresponsibility, and lack of remorse' (DSM-IV). lt only
takes 3 or more of these symptoms and a history of a Conduct Disorder before
the age of 15 to get an Antisocial Personality Disorderdiagnosis (DSM-!V).
Plt,obia- intense, persistent and interfering anxiety about non-dangerous

objects or situations ( Amir & Kozak, 1998

).

Post-trpumatic sff.ess disqtder (PTSP)- an anxiety disorder that includes
symptoms of arousal (concentration problems, anger, exaggerated starfle
response, sleep disturbance, and over-alertness), avoidance (of thoughts,

feelings, and reminders of the trauma), emotional numbing, loss of interest in
activities, disconnection from others, psychogenic amnesia, and a sense of a
foreshortened future (Jaycox & Foa, 1998). Re-experiencing (nightmares,

flashbacks, intrusive distressing thoughts, or becoming intensely emotionally
upset or having physiological arousal on exposure to reminders of the trauma)

that lasts for more than one month and causes significant impairment in social or
occupational functioning is another symptom of PTSD (DSM-!V). The normal

stress response upon exposure to stress involves a complex neuro-hormonal
response, which in normal stress situations happens intensely and rapidly. ln
normal situations of stress, these responses go away very quickly after the stress

or after the stressor is removed. ln cases of prolonged exposure to stress, a
neuro-hormonal change actually takes place. Brain abnormalities have been

found in PTSD labeled individuals that may cause memory and emotional
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reactions that are not normal. The neuro-hormonal changes have given way to

theories proposing that individuals with PTSD have lowered serotonin levels due
to prolonged and inescapable sfess (Jaycox & Foa, 1998). ln summary, PTSD
is a set of psychological and physical symptoms that follow a traumatic
experience (Jaycox & Foa, 1998).
Psvchopatholoqy - "An aberrant or dysfunctional way of functioning,

defined in terms of behavioral, interpersonal, emotional, cognitive, and
psychophysiological pattems" (Dobson & Pusch, 1gg4).
Thef.apv- For the purposes of this particular study, therapy is defined as a

somewhat intense intervention consisting of meeting with a psychologist,
counselor, therapist, mental health provider, mentat health social worker, or other
mental health clinician for one hour per week. The purpose of these meetings is
to work towards goals pertaining to the client's mental health based on an
assessment and agreelnent between the client and practitioner as to what
change is to be made in the environment, actions, thought processes, etc.
depending on the theoretical base of the practitioner.

Popqlation/SqEple
The St. Paul Public Schools Level 5 EBD Social Workers in the Junior and
Senior High self-contained programs provided data for this study based on their
caseloads and professional opinions. The students on the caseloads ranged
from ages 11-19. Males and females were represented. All were in a self-
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contained classroom designed to meet the needs of students with emotional and
behavioral diffi culties.

The participants vnere obtained from a convenience sample. A
questionnaire, recruitment letter, memo from the director of special education,
and a self-addressed stamped envelope and postcard where distributed to each
of the

I

district level 5 EBD programs serving adolescents in St. Paul.

Participation in the study was voluntary. lnformed consent was obtained through
completion and return of the survey. The data and information was obtained
from the social worke/s professional opinions and from the students' IEP and
Cumulative files which contain the student's history in varying degrees.
Psychological assessments, records of hospitalizations, medication information,

family information, school progress reports, juvenile history, etc. can be included
in a student's file if parental consent had been given. The sample size was quite
low (only

I

social workers) but the number of students referred to is significant.

Eight surveys were returned, giving this research project an outstanding return
rate.

lnstrument Devglopment
The questionnaire was developed, by the researcher, specifically for this

study. The memo of support from the director of special education probably had
a lot to do with the successful return rate along with the fact that the subjects
were colleagues of the researcher. The fact that most of the subjects have gone
through the process of writing a thesis might have positively impacted the return
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rate due to empathy. There is no way to track the identity of any student through

this sfudy. The reliability of the tool used has never been evaluated and could
possibly be researched in the future.

Data Cgllection and Analysis
Return of the completed questionnaire implied consent to participate in
the study. The questions referring to numbers of students meeting certain
requirements lvere tallied. The open-ended questions reguired a more detailed
reporting of the data so therefore, the researcher presented those responses with

a narrative summary including some direct quotes.

Protection of H uman Subiects

The participants were given a self addressed stamped envelope to mail
the questionnaire once completed. They were also advised to send the selfaddressed starnped postcard separately, in order to maintain anonymig while
confirming their participation in the study so they coutd be awarded $20.00. The
questionnaires were not numbered or tracked in any way. The participants were
not asked to identify themselves except separately from their responses to
confirm participation. Again, consent was obtained through receiving a
completed survey. There were no anticipated risks to the respondents or the
population some of the questions were regarding.
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CHAPTER 4

Flndings
Of the nine questionnaires that were distributed to the social workers
responsible for the nine level 5 EBD sites, eight were retumed. The casetoad
total that the findings refer to is 196 students. The responses to the questions

were not completely consistent with the researchefs hypothesis and were very

informative. This chapter will give a detailed description of all of the results of the
distributed survey along with figures and graphs summarizing the data. lt will
also discuss the limitations of the study as appropriate.
The questionnaire contained a total of 14 questions. Of the 14 questions,
10 of the questions asked for specific numbers of students in the social workers'

caseload that met certain criteria. Four of the questions asked for the
professional opinion of the social worker as to what factors contributed to certain
conditions, etc. The last question was designed to gather both broad and

specific open-ended recipes for successful intervention in this vulnerable
population.

Question number one on the questionnaire asked how many students
were on the social worke/s caselsad. When the results of that question were,
tallied, itwas discovered thatthere were a total of 196 students on the subjects'
caseloads that the rest of the questions would be referring to.

Question number two revealed that of these 196 students, only 149 had
EBD listed on their IEP as a disability. Upon further thought, the researcher
realized that ADHD (Attention Deficit Hyperactivity Disorder) is often listed as
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OHl, (the disability category labeled as Other Health lmpaired); students with
significant emotional and behavioral difficulties due to ADHD are often put into
Level 5 EBD programs.

Question number t{rree asked how many of the students were involved
in therapy. This might have been a misleading question due to the fact that it

was not specific about if the question was refening to cunent or historical data.
As the question was worded, and judging by the results however, one might
assume that the 24 students reported to be involved in therapy were cunently
involved in therapy as opposed to having ever been in therapy in their lifetime.
12.2% of the students were involved in therapy.

Question number four asked how many students have a DSM lV
diagnosis. Seventy-one had an official DSM -lV diagnosis, but one respondent
volunteered additional information and specified that on their caseload, most of
the DSM diagnoses were that of ADHD. Gathering data about which specific
diagnoses or a breakdown could have proven insightful. Asking for this
information might have had a negative effect on the choice to participate in the
study.
?6.2olo of

the students had a DSM lV diagnosis.

Question number five asked how many of the students have had a
psychological assessment. This is another limitation of this study. The question
caused some confusion. One respondent was unclear about what this meant.
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They thought that all students in the program would have had one in order to be
in the program. ln other words, they were considering the normed behavior

rating scales and other procedures used in the EBD assessment to be a
psychological assessment. This respondent believed the question would have
been clearer if it had asked if anyone had had a psychiatric evaluation. The
respondent cleared up the misunderstanding with the researcher at a district
social work meeting and had not sent the completed questionnaire back without
the clarification. The results of this question revealed that only 53 of the 196

students in the district's middle school and high school level 5, self-contained
classrooms had ever had a psychological assessment. lf any other respondents
misinterpreted the question in the same way as the previously referred to
respondent had, this number would actually over represent how many students
had received the type of assessment meant.
27olo of

the students had received a psychological assessment.

Question six asked how many students had been hospitalized for

a

mental health issue. Again, this should have been more specific as faras if it
was asking about currently or in their lifetime. Only nineteen students were
reported to have been hospitalized for a mental health issue.
9.670 of the students had been hospitalized for a rnental health issue.

41

Question seven asked how many students had been involved in the
criminal justice system. ln support of the literature, Seventy One had been
involved in the criminal justice system.
35.7% of the students had been involved in the criminal justice system.

Question eight asked how many had a probation officer.
Fifiy-one of the students cunently had a probation officer.
260io

of the students currently had a probation otficer.

Question nine asked how many have been in out-of-home placements
including foster care, juvenile detention, inpatient chemical dependency

treatment, hospitalization, and residential treatment. Eighty-one had been, or
were currently, in an out- of -home placement as described.
41olo of

the students had been or were currently in an out-of-home placement.

Question ten asked how many have prescriptions prescribed to them.
Sixty -five out of the 196 students have medications prescribed to them while

Question eleven revealed that in the professional opinion of the social
workers, only 43 of the 65 students were actually compliant with their
medications.
33.1% of the students had medications prescribed of which 66% were compliant-

42

Question twelve asked for the professional opinions of the social workers
as to how many of the students on their caseloads have unmet mental health

needs. lt was also pleasanfly surprising that only 95 of the 196 students, in the
professional opinion of the social worker, had unmet mental health needs. ln
comparison to the review of the literature one would expect the number to be
much higher.
48.4o/o of the students

were perceived as having unmet mental health needs.

Question thirteen elaborated on the previous question regarding unmet
mental health needs and asked the respondents to check which factors
contributed to those unmet mental health needs. The factors reported as
contributing to the unmet mental health needs are illustrated on the following
graphs.
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Percentage of Respondents Gonsidering the Following to be
Factors Gontributing to the Unmet Mental Health Needs of
Students
Lack of Medical lnsurance...

50%

Homelessness...

37.5%

Lack of Stability...

75olo

Denial of Mental Health lssues..-

100%

Obstacles of Confidentiality.

25olo

Transportation.

..

50%

..

Parental Mental Health lssues...

87.5%

Resistance to Systems...

87.5%

Other...

50%
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Factors Contributing to Unmet Mental Health Needs
Lack of Medical
Insurance

Homelessness

Lack of
Stability

Denial of
Mental Health
lssues

Obstacles of
Confidentiality

I

Transportation

Parental Mental
Health lssues

Resistance to
Systems

Other

1234s678
Number of Respondents
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Percentage of Respondents Considering Resistance to the Following
Systems as a Factor Contributing to Unmet Needs of Students
Resistance to...
Child protection agencies...
J

uven ile conections

75%
37.80/,

...

Mental health agencies...

62.5olo

Residential facilities.

12.5olo

.

.

Chemical dependency

facilities...

25o/o
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Breakdourn of Resistance to the Systems
Child Protection
Agencies

Juvenile
Corrections

Mental Health
Agencies

Residentia!
Facilities

Chemical
Dependency
Facilities

r
I
012

3 4 5 6 7I
Number of Respondents
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ln qualitative.open ended' responses to the question...'ln your
professional opinion, how can we better meet the needs of adolescents with an
EBD label?', a diverse array of themes emerged. Every respondent took
advantage of the opportunity to voice their professional opinion. None of the
themes were inconsistent with the existing literature. More services were
recommended combined with improvements to the current system.
More social work time was specifically suggested by 25o/o of the

respondents. These respondents recommended more social work time be
provided to the students in the level 5 EBD programs. lt was elaborated that

there should be at least one full time social worker per 20 students in a program
with students with such high needs. lt was said that if there were more social
workers in these programs, they would be able to "actually do more than crisis
management and de-escalation."
More monev allocated to the level 5 program social workers to use for the

students' benefit was recommended by 12% af the respondents.
Tfansportation concerns were specifically mentioned by 37.5% of the
respondents. There were specific references to the need for a van being
available to the programs in order to transport students on field trips, to
community service work sites, etc. One respondent felt that social workers

should be able to transport students.
AdministrativF support- 37 .5o/o of respondents referred to the need for the
administration to support and understand the needs of the EBD population. The
responsibility of providing an adequate physical environment including a time out
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room, private counseling area, bathroom, group space, academic space and
access to transportation was being neglected, according to one respondent. One
respondent stated...'the district must accept and respond to the different leaming

styles of EBD kids."

Mental-hlSdr .$"qryices- 87.5o/o of the respondents felt that there was a
large gap in the area of mental health services accessible to this population, The
inadequate amount of day treatment services was reported to be a gap in

services by 25% of the respondents while

37 .5o/o of

the respondents

recommended structuring the EBD programs as an intensive day treatment

program. More specifically, it was suggested that respondent that this would
include the components of psychiatry, problem solving/restitution or behavior

management. 50% of the participants expressed the need for psychological
evaluations for the students. While there was a suggestion by one respondent
that the schools bring child psychiatry services to the school on a monthly basis,
overall, there was

a

perceived necessity by 87.5o/o of having a psychologist

assigned to secondary level 5 programs for purposes of consultation with staff

and parents and for providing psychological evaluations for students.
Another respondent commented that "intensive, in-home services or
intensive probation programs have been very effective but only get to about 3%
of kids." One respondent expressed concern about how difficult it is to get a

county children's mental health worker which is a bridge to access many

services. One respondent asserted that every student labeled as EBD should
get a psychiatric evaluation as a standard and automatic procedure. Another
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respondent stated that all EBD students should receive therapy services at least
once a week if not more and that more mental health services needed to be

provided in the school.
Program/Staff-

25o/o

of respondents felt that there needed to be more

training for staff and consistency across the programs. One respondent
specifically requested that the district provide and require training of all EBD staff
"to increase understanding and competency in providing services to EBD labeled

students". Retention of staff was another concern. lt was stated that teachers
who are not EBD licensed or trained are hired and then leave the next year to
teach elsewhere. Another complaint was that there have been many instances

of unprofessional conduct by paraprofessionals. This respondent suggested that
'paraprofessional recruitment and development needs to be improved". The
unprofessional conduct reportedly, "has negatively impacted the social and
emotional development of students and creates unnecessary responsibilities and
stress for licensed stiaff." One respondent specifically suggested a combination
of corrections, mental health and behavior modifications approaches be used in

these programs. One respondent stated the need for theory and technique to
be consistent along with the need for staff intervention being consistent.
Parental support- Su prisingly ,75Vo of respondents mentioned parent
involvement in their responses. Two respondents suggested mandating or
requiring parental involvement. One stated that we needed to "offer parental
support" such as intensive social work support or a parent support group. This
respondent also suggested that the school social worker assist the parent in
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problem solving in other areas of their life. 'Provide more collaborative services
and have increased parent involvement" and "build relationships with
parents/guardians to foster working together' were other responses falling into

this category. This is all very consistent with the MST approach and Systems
theories.

Professional Recommen dations for lmorovement
More Social Work Time

250/,

More Money

12o/o

Transportation

37.5%

Ad mi nistrative Support

37.5o/o

Program Staff

25o/o

Parental Support

75%

Mental Health Services

87 .5o/o

5I

Limitationq

The limitations of ftis study became more apparent as data analysis took
place and further work was done in reviewing the literature. As stated earlier,
some questions could have been stated differently to avoid any confusion.
It would have been interesting to rnake the study more comprehensive by

taking into consideration socioeconomic status, race, gender, length of time with
an lEP, a breakdown of the different diagnoses, etc. This would have been a lot
more tirne consuming for the participants to complete, however, and probably

would have affected the rate of return.

Strengths
I have not been able to find any other studies of this type. Specifically

targeting the social workers working with level 5 EBD youth is valuable in
helping, not only this particular school district improve the services it offers this
vulnerable, at risk population, but also provides insight into the mental health
needs for all students labeled as Emotionally and Behaviorally Disordered (EBD).
Hopefully, the study will inspire others to conduct further research that might
prove helpful to this population and/or take political action to change the system

to better serve this vulnerable and victimized population.
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Ghapter 5

lmplications and Discussion
Social workers need to get into the front lines of policy development by
way of educating the public, advocating for change in govemment decisions as to

where money goes and legal action taken on matters concerning our youth. We
need adequate public policy advocating for any youth having significant enough
behavior problems as to get them an EBD label or IEP due to behavior. lf we
made it so that these students were automatically, as part normal procedure,

given a psychiatric evaluation once concerning behaviors presented, we would
prevent a lot of pain. lf a children's mental health worker and a full-time social
worker per 20 level 5 EBD students was provided for this population, I doubt we
would continue to have such staggering statistics regarding EBD youth. lf mental
health treatment was available in all of the schools and in the higher grades,

transition services were provided addressing transportation to mental health
appointments and self-advocating etc., lfirmly believe we would make a world of

difhrence beyond measure.
Social workers should be fighting for having money diverted ftom building
more prisons and re-channeled towards preventative efforts of early intervention
in the schools. I am willing to hypothesize that the money needed to conduct

psychiatric evaluations on every EBD youth could easily be found if less of our
tax dollars were going into the prisons. How much money would we save if every
student with ADHD or Post-traumatic Stress Disorder was helped instead of
locked away? How many valuable contributions are we mission out on due to
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our current "lock-em-up" mentality? A full-time social worker for every 20

students in an EBD program, which is supported by the respondents of this
study, could easily be funded by re-channeling money away from the
incarceration business into proactive, preventative, and therapeutic programs. lf
we stopped building more prisons and increased funding for the arts in the
schools, and positive after school programs for youth, w€ are convinced we

would not need any more prisons built. The at-risk youth we help today will be
the same successful adults who are mentoring, role-modeling, and positively
contributing to society tomorrow.
Social Workers need to get more politically involved in changing the
systems that have been destructive to our youth. We need to be more active
about the institutional racism and oppression so blatant in our society. We need

to assess the privileged mainstream's expectations that the oppressed and notso privileged populations conform to their expectations and definitions of normal.
We need to assess our assessments. Are we labeling whatever behaviors that
are uncomfortable to the privileged mainstream as deviant or abnormal when in
the context of some environments these same behaviors serve a healthy and
survival function? Are we considering life situations such as family history,
environment, and the presence of ongoing exposure to violence and unhealthy
situations when assessing, labeling, and developing programs for our youth? We
need to understand the reasons why some populations are skeptical of the
mainstream population's motives. We need to educate other helping
professionals to be respectful of the worldview of populations differing racially,
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culturally, or socioeconomically from themselves. We need to be empathetic to

the obstacles placed in the way of many of those we are supposed to be helping.
We need to understand that some parents who are "resistant' are really trying to
protect their children ftom being victimized. ls it really so unreasonable that a
socioeconomically disadvantaged, African American mom might not want her
child to be medicated vuhen histoilcally, and not so long ago, poor African

Americans were used in medical experiments disguised as free medical services
(most resulting in long suffering and death) by our government? ls it really
"paranoia" or "denial' when an African American parent questions the placement
of her child into a special program away from the mainstream when one
considers the disproportionate numbers of minorities in these programs, juvenile
detention centers, and prisons? Social workers and other helping professionals
need to take into consideration the history of this country and the current
institutional racism impacting the populations we work with. We need to eam the

trust of the people we work with by proving that we are genuinely interested in
their best interests instead of the best interests of the agency or system we are
representing.

The review of the literature has found time and time again that punishment
is not helping this population. Rehabilitation and prevention have been replaced
with punishment because there are millions and billions of dollars to be made in
the corrections business. We need to focus our energies on prevention and
treatment instead of punishment. lf we took even a small portion of the money
we put into punitive facilities and put it into prevention, we would drastically
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reduce the need for punitive hcilities. lt is obvious that the people profiting
financially from the lucrative business of incarceration would not support such a

plan. These are the people who we need to protect our most valuable assets,
our youth, from. Our most vulnerable populations are falling victim to the greed
of those people with money-making motives. There is no shortage of information
regarding the risk factors that lead to youth ending up dead, addicted to drugs, or
incarcerated, yet the statistics clearly show that we are not implementing what

works and are pouring money into what has been proven to be ineffective. The
disproportionate numbers of EBD youth who drop out of school, end up in the
correctional system, or are in other ways victimized by the vicious cycles inherent
in our society supports the need for early intervention. The results of this
research support early intervention, providing mental health services in the
schools, and diverting funds from the correctional systems to preventative efforts.
Providing mental health services in the schools would make therapy available to
populations who are traditionally put into punitive facilities instead of provided

with individual treatment. One would predict that socio'economic factors and
race would not play such a large role in meeting the mental health needs of our

students if mental health services were available in the schools. The majority
and minority population would have equal access to individualized mental health

services. The privileged and underprivileged would both be empowered. This
research supports the fact that there are many factors contributing to the unmet

mental health needs of the EBD population, which in turn leads to involvement in
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the criminal justice system. The need form smaller social work caseloads along
with sehool-based mental health services is supported by this research.
School-based mental health services and MST approaches have been
proven to be extremely effective with the most vulnerable and resistant to
treatment populations. lt makes the transportation barriers to treatment irrelevant
along with many other barriers mentioned in the survey. Donegan (1995),
says.

.

.

Comprehensive psychiatric assessment is
imperative if youth with SED are to access
needed supports and services. Yet because
many of these youth have had no previous
contact with the public mental health system,
it can be difficult for them to obtain a psychiatric
evaluation, especially if their families do not
have comprehensive medical insurance to pay
for the assessment (Donegan, 1995).

The participants' responses reported in this thesis verify the fact that even if a
parent does have medical assistance and does not have to pay for services,

there are numerous barriers that often get in the way of the parent advocating
effectively for their children. This, again, supports the move towards providing

mental health services in the schools. At the very least, every child in a selfcontained classroom due to emotional and/or behavioral concerns should receive
a full psychiatric evaluation. As part of the transition services mandated by the

federal law, the school should help with whatever the treatment plan calls for. lf
a school cannot provide mental health services in the school, they should at least
provide one full-time social worker for every 20 students with an EBD label in
order to provide "assistance in negotiating the maze of mental health and other
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service systems'(Smith& Stern, 1997; Stern & Clay, 1996). The people who are
most at risk are those who need help navigating through the scattered and
difficult to access resources in tre community. lf there was a full-time social

worker in every EBD program, this professional could assist in implementing
research supported intervention approaches such as the MST approach.
This author feels that earlier intervention is key. Any child experiencing
difficulties in school to the extent of receiving a school label EBD should be the
recipient of intensive and immediate intervention. lnstead of building more
prisons, funding this population's access to a full time social worker with a level V
EBD caseload of 20 students would make a significant difference. Providing

these students with a psychiatric evaluation, therapy provided in the school
building, family supoorts coordinated by the school sociat worker working with the

student and focusing on building skills needed to transition successfully and with
as much independence as possible into society. The research supports a need
for more social work time, increased parent support, and mental health services.
AII of these needs could be met along with the transportation obstacles if there

was school based mental health services and more social workers with smaller

caseloads. Studies have found that the stigma associated with mental health
issues is significantly lowered when mental health services are provided in the

schools. Transportation and parental mental health issues would no longer be
such a barrier if students could get their mental health needs met in the school

setting. There would be more checks and balances if these services were
provided in the school because students woutd get a more in-depth assessment
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over time and across settings. The mental health professional would be seeing

the student outside of the self-contained classroom and would establish enough
of a relationship with the student to assess how much of the "abnormal
behaviors" are related to Post-Traumatic Stress Disorder, are in actuality healthy

coping mechanisms, or are more of a misfit between the student and the
classroom envi ron ment.

Sionificance of Research:

This study is significant because preparing adolescents for the transition
to adulthood is an area of need that is currently not being adequately met. Too
many young adults with serious and persistent mental health issues and /or
emotional and/or behavioral difficulties are not only missing out on the
educational opportunities during their time at school, but are leaving the support
of the self-contained classrooms and entering society unprepared for adequate

self-care. These young adults are especially vulnerable and are
disproportionately ending up dead, in prison, homeless, chemically dependent,
and victims of crime because not enough was done to prevent these outcomes.

The public school system is mandated to provide transitional support services,
but when one examines the statistics, it is clear that the services provided are not

adequate. Hopefully, the results of this study will inspire monetary support for
mental health services to be offered in the schools and full time social workers
assigned to every level 5 EBD program at minimum ratios of one full-time social

59

worker for every 20 students with the primary responsibility being support to the

students and their farnilies,
Despite the mounting evidence that locking people up is not solving their
problems, we continue to practice this ineffective intervention. Again, policy
plays a big role in empowering the oppressed. Rooney asks..."Are practitioners

only responsible to help involuntary clients cope better with the system or are
they also responsible to advocate for changes in that system?" (Rooney, p 53).
According to Siegfried (1999), the National Mental Health Association has
proposed to congress that 50% of the block grant funds go to prevention and

mental health treatment programs. An implication for social work practice would
be for us to become more politically active and support proposals such as this
one.

There is a proposal before Congress that would ...
Establish grants for partnerships between state
and local juvenile justice agencies and mental health
authorities for the creation and implementation of
programs for juveniles with mental health or substance
abuse problems who come into contact with the justice
system (Corrections Today, 2000).

The proposed Mental Health Juvenile Justice Act (S 464) also addresses mental
health and treatment needs of youths on probation (Corrections Today, 2000).
Youth with emotional and behavioral disorders are a unique population. The

mental health needs of this population need to be addressed. lt is morally wrong
to incarcerate anyone who would better be served with treatment. Studies
(Gendreu, Goggin, Lipsey,Greenwood, Altschuler, Palmer, Mulvey, Sherman)
have proven that there are successful treatment models out there to be imitated.
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We have the knowledge of what works and what doesn't. Locking kids up (and
eventually adults) only works for the people benefiting financially from the
booming corrections business. We are all victims in this conspiracy. The
incarcerated individuals, their families, and all of society suffer because of the

great loss of potential priceless contributions these inmates could have given
society if given the right conditions. We know what the conditions are; the
solution is simple; identiff those at risk and use early prevention strategies and
treatment strategies together to stop the vicious cycles. The biggest barrier to
treatment just may be the special interests ruling our political system and
protecting the incarceration industry however, there are many implications for

further research:

6l

lmplications for Fufther Research
*

How many of the youth in juvenile detention facilities are minorities?

a

What has gotten in the way of youth receiving psychiatric evaluations before they end
up incarcerated?

t

What are the most successful preventative options?

a

What are the most successful interventions long-term?

a

How much would it cost to implement preventative intense interventions?

o

How many tax dollars go towards the alternative, hospitalizations later in life, juvenile
detention programs, out of home placements, adult incarceration and court costs,
etc.?

a

What impact would assigning a full-time social worker to every 20 EBD students have
on outcomes for this population?

a

What impact would assigning a full-time social worker to every 20 EBD students have
on outcomes for this population?

a

What impact would providing a psychiatric evaluation, a children's mental health
worker, and compliance with recommended therapeutic interventions have (long term)
on crime, juvenile detention center populations, suicide, prison populations,
homelessness, poverty, drug addiction, numbers of students needing a self-contained
classroom in high-school, etc. if these interventions were implemented immediately
upon the student receiving an IEP?

o

How thorough, accurate, or appropriate are our assessment tools when used on

oppressed populations?
a

How are the typical EBD classroom environments impacting students with
d

isadva ntaged backgrou nds?
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America's neglect to take action feels like a conspiracy, in this author's
humble opinion. The helping professionals know yvhat the protective factors are
and we could easily provide them if the funding was going towards prevention
and treatment instead of towards building more prisons and juvenile detention

facilities. lt has also been proven that prevention is much more cost effective
than punishment, but again, the people profiting from this sick system are
protecting their own selfish interests at the expense of society. The
disproportionate numbers of minorities incarcerated and the attention society
gives to school shootings such as Columbine, in comparison to the daily murders
of youth in our urban areas is very disturbing and needs our full attention
(Canada, 2001).
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Appendix A
Meeting the Mental Health Needs of Adolescents with an EBD Label: An
Exploratory Study

Melanie Rivers: Graduate Student and Principal Researcher
Thesis Advisor: Professor Rosemary Link, Ph.D.

Augsburg College
IRB approval # 2OA1-2O-3

1. How many students are in your

caseload?_

1.

How many have EBD listed on the IEP as a

2.

How many of your EBD students are involved in therapy?_

3.

How many have a DSM IV

4.

How many have had a psychological

5.

How many have been hospitalized for a mental health

6.

How many have been involved in the criminal justice system?

disability?_

diagnosis?_
assessment?_

issue?_

7. How many have a probation officer?_
8.

How many have been in out-of-home placements?_
(Out-of-home placements include foster care, juvenile detention, inpatient
chemical dependency treatment, hospitalization, and residential treatment)

10. How many have medications prescribed to them?_

11. ln your professional opinion, how many are compliant with their
medications?

12. ln your professional opinion, how many of the students have unmet
mental health needs?
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13. Of those students, what factors contribute to these unmet needs? (Please
Check all that apply).

_transportation issues

_lack of medical

insurance

_homelessness

_denial of mental health issues
_resistance to "the systems" (Please check all that apply)

_Child protection agencies
_Juvenile corrections
_Mental health agencies
_Residential facilities

_p

a re n,

_lack

#::J

cv fa ci

Ii

t

i

e

s

rT",:; 1"11T

of stability (frequent moves of residence)
of confidentiality leading to inability of professionals to help

-obstacles
student or share information with other professionals without parents
signatures on consent forms.

_Other (please explain)

14. In your professional opinion, how can we better meet the needs of
adolescents with an EBD label?

Thank you so very much for your valuable contribution to this study!
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March 12,20A1
Hello colleague,
My name is Melanie Rivers. I am currently in the final stage of finishing my
Master of Social Work Program at Augsburg College in Minneapolis. I am
contacting you to request your help. I would very much appreciate it if you would
take the time to fill out the enclosed questionnaire, \rfiich is part of my research
thesis to complete my degree requirements. I am writing my thesis on, "Meeting
the Mental Health Needs of Adolescents with an EBD Label".
I have included a self-addressed, stamped envelope for your convenience. I
have also included a self-addressed postcard for you to send a few days after
you have returned your questionnaire. This postcard will ensure payment of
$20 00 to anyone who returns the questionnaire to me within a week.

Your participation is completely voluntary, confidential, and could prove to be
beneficial to the population we serve. lf you choose to participate, the
questionnaire should take approximately 30 minutes to complete. All information
is confidential, however, the researcher cannot guarantee anonymity due to the
small sample size. I assure you I will make every effort to maintain anonymity.
The questionnaire does not ask for any identifying information and all data will be
reported collectively; in other words, no one will be able to deduct anything about
you, your school, your particular caseload, or any individual student by reading
the finished thesis. There are no known risks to participation in the study and it
could prove to be beneficial to the population we serve in the areas of policy,
program development, fundlng, staffing, transition to adulthood, etc.
Patricia Femandez has authorized your participation in this study. Returning the
completed questionnaire is implying your consent to participate in this study and
allow me to use direct quotes in my thesis (no names connected to the quotes, of
course). Your decision as to if you wish to participate in this study will in no way
affect your current or future relationships with St. Paul Public Schools or
Augsburg College.
lf you have any questions or concerns, please feel free to contact me at (612)
298-0050" You are also welcome to call my thesis advisor at Augsburg College,
Professor Rosemary Link, Ph.D. at (G12) Bg0-1 147.

Thank you for your serious consideration.
Sincerely,

Melanie Rivers
Graduate Student and Principal Researcher IRB# 2001-20-3
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Saint Paul Public$cllools
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Colborne Street
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Office 9f the Dir*tor of Special Education
Teaching and Learning -r - Patricitt Ftntande. Director

District 625
Saint Pau.l,
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55102.1299

Telephorrc: (6tl) ll&16l I
Far: (612) l}}}61G

ME ORAN

TO

Social Workers in E/BD Sites

FROM:

Patricia Fernan dez ffi
Director of Special Education

RE:

UBD Questionnaire

DATE:

March 12, 2001

M

Enclosed you will find a short questionnaire asking for information
regarding
your caseload. Melanie Flivers, a graduate studeniat
Augsburg College in
Minneapolis and a colleague of yours, is conducting a study
that could benefit
the students you serve. Vort iniut in valuable. Ptease
take the time to filt out the
questionnaire and return it prompily. Thank you for your
support.
PAF/ajl
Enc.
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C.O.L.L.E.G.E
MEMORANDLM

TO: Ms. Melanie Marie Rivers

,lrD

FROM: Maria-Dinis, Ph.D., IRB Co-Chair (612-330-1704)
RE: Your IRB Application

DATE: l5 March,200l
Thank you for your response to IRB concerns. _Yoyr study,''Mgelilg the Mental Health
Needs of naot.iscents wittr an EBD Label: An Exploratory Study," is approved; your IRB
approval number is 2001,20-3. Please use this number on all official correspondence and
written materials relative to your study.

Your research should prove valuable and provide important insight into an issue in social
work practice. The IRB wishes you every success.

DEPAHTMENT OF SOCIAL WORK

Camplrs Box 151 .221

'1

Brverside Avenue. Minneapolis hlN 55454.

Tel

(612)330-'1

189. Fax (612)330-1493

Augrsburg Cbllege
Llndell Ubrary
Minneapolls, MN 55454

